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Based on these findings our policy for the control of staphylococcal cross-infection-including enterocolitis-has been the isolation, if possible, of patients infected with or carrying tetracycline-resistant staphylococci. We have found it to be successful, although for type-80 -strains of staphylococci and possibly others, isolation of infected patients only has not been sufficient; isolation of carriers has also been required. Our patients have been isolated in the ward side rooms, and nursed with a strict barrier technique. Some other workers have found isolation to fail. A possible reason for the discrepancy is the direction of flow of air currents. In our ward air was sucked from the open ward along the approach passage until it reached the main hospital corridor. In passing it eddied into the side wards, and on emerging rejoined the stream flowing away from the ward. Tests based on the isolation of staphylocovci liberated in the ward or side room confirmed the direction of the airflow.
Wounds at operation can be infected by airborne staphylococci and it is accepted that faulty ventilation in the operation theatre may be responsible for sepsis. It is probable that in the ward effective isolation of patients with staphylococci will require air movements whose course is known and perhaps controlled. Philadelphia, Pennsylvania WHEN it was first recognized that physiologic inert barium sulfate could be used for enema studies of the colon, the diagnostic possibilities soon became apparent. Over the years, many modifications were made in technique, but the principal effective ones were those introduced by Fischer [2] in the form of the double contrast enema and by Gianturco [9] in the use of high kilovoltage spot compression techniques. It is curious how long it takes for such improvements to become generally adopted [1, 2, 5, 17] . What is still not everywhere appreciated is the fact that many small lesions, especially polyps and diverticula of the colon, cannot always be seen by fluoroscopic examination and that it requires good roentgenographic techniques to disclose them [8] .
DIAGNOSIS OF COLON LESIONS
Adequate preparation of the colon prior to a barium enema study is another subject which has received much attention [1, 12, 18] . Purgatives and cleansing enemas are generally agreed to be necessities [16] . Some advise the use of tannic acid, both for the preparatory enema and contrast air studies in order to reduce mucous secretions and to stimulate good evacuation [12] .
'From the Department of Radiology, Albert Einstein Medical Center, Philadelphia.
Whether roentgenologists still feel certain about the value of post-evacuation X-ray films for the demonstration of small polyps is questionable [10] .
Since these new enema techniques have come into general use by radiologists, it has become apparent that the incidence of small polyps in the colon in adult patients without symptoms is much higher than is generally appreciated. Some investigators put this incidence between 10 and 15%, which corresponds with autopsy findings. Since 1931, employing the double contrast enema examination routinely regardless of symptoms, we have found slightly more than 60% of all patients above 35 years of age to have one or more polyps of the colon. And since it is generally agreed that most polyps are either cancerous or potentially cancerous, the importance of their discovery becomes apparent [8, 11, 14, 15, 18] .
The relative merits of the double contrast enema technique and the high kilovoltage spot pressure roentgenographic approach have not been settled. It seems that in America the trend is to relegate the double contrast enema merely to a confirmatory role in selective cases [1, 10, 14] .
We regard the double contrast enema as an indispensable phase of a routine enema study [3, 15] . The first phase single contrast examination serves for preliminary orientation; and compression of the sigmoid and pelvic loops helps in the detection of intraluminal growths. In addition, the barium enema serves as an excellent method for cleansing the colon in preparation for the double contrast study. The Proceedings of the Royal Society of Medicine second phase of our routine examination comprises the films we obtain of the evacuated colon. The double contrast films in anteroposterior, oblique and lateral recumbent projections then make up the third phase of the examination. With these three sets of films, findings which are present in at least two can be regarded with certainty. If something is uncovered which is doubtful in only one phase of the study, the patient is subjected to a repeated examination. Only if a small intraluminal lesion can be satisfactorily demonstrated at least twice, either in two phases of the same examination or in two separate examinations, are we willing to make a firm diagnosis. We find that by adherence to these principles, we can uncover lesions as small as 0 5 cm. in diameter and our confidence in this procedure is backed by more than twenty-five years of experience.
One other important point might be made. If a patient is studied by the double contrast method and the colon is found to reveal nothing abnormal, but the patient continues to have symptoms, especially that of bleeding, we make it a point to recall the patient within a week or ten days for re-examination. It is our conviction that the radiologist should share with the surgeon the responsibility for searching out the cause of symptoms. In other words, no matter what techniques the radiologist might prefer, his competence and diligence are important for uncovering early cancer of the colon [10, 13] .
In connexion with the use of the double contrast enema, it might be mentioned that the terminal ileum also can frequently be well studied [3, 4, 7] . And finally, the entire small intestinal tract can be examined by a double contrast study with direct filling of the small intestine through a duodenal tube [6]. These techniques, too, are frequently overlooked by gastroenterologists and radiologists alike.
Coloscopy as an Adjunct to
Colonic Polypectomy
Toledo, Ohio COLOSCOPY as a supplementary procedure to abdominal polypectomy is, in our experience, of proved value in the surgical management of benign colonic polyps that are not of the multiple familial type. It is an additional and effective procedure to discover and remove lesions that may undergo malignant change, and is useful in detecting adenomas which might not otherwise be discovered. In the removal of certain types of polyps this procedure offers a more practical approach than the use of an additional colotomy incision.
Technic
The technic of coloscopy and polypectomy is comparatively simple. It has been our practice in most cases to enter the bowel in the upper sigmoid, the mid-transverse colon and in the cecum, advancing the endoscope both proximally and distally from the site of entry. When theappendix is present it can be removed and an enlarged opening at the base will permit the insertion of the examining instrument.
No experienced surgeon will limit himself to a single technic and his method of procedure will be determined by such factors as the location of the palpable lesions, the mobility of the various segments of the colon, the degree of obesity present and the effectiveness of the pre-operative preparation of the bowel. Any of these factors should cause the thoughtful surgeon to omit the endoscopic examination of a segment of the colon rather than risk the morbidity that might result from carrying out the procedure in the presence of adverse circumstances.
The manner in which the polyp is removed cannot be standardized. There are some conditions in which a segmental resection is indicated; there are others in which the destruction in situ of a small adenoma by electro-coagulation is the best method of removal. A small pedunculated adenoma in a segment of the bowel difficult to 'From St. Vincent's Hospital and the Toledo Hospital, Toledo, Ohio.
